early stage of the illness and a gastro-intestinal tract origin cannot be excluded (Ormond, 1965) . In addition, the duodenum, pancreas, mesenteric root, small and large bowel may be involved by the fibrosis (Paull, Causey & Hodges, 1955) .
Our studies on a total of fifteen patients with retroperitoneal fibrosis have indicated that the benign and malignant forms are difficult to distinguish.
In two patients, the fibrosis was clearly associated with pancreatic lesions one benign and the other malignant-and each demonstrates the usual problems in diagnosis and management (Hume, Erb & Stevens, 1963 (Fig. 2 ).
Comment
The extensive and crippling fibrosis in this girl is considered to be the sequel of a traumatic pancreatitis with cyst formation. In common with other reports, malignancy was suspected at the first operation (Dineen, Asch & Pearce, 1960; Samellas, 1961) . A connection between fibrosis and trauma has been suggested but not clearly substantiated in the reports of MacLean (1954) and Hackett (1958) . The operative appearance of portal hypertension together with the radiological evidence of duodenal and colonic obstruction is of interest. Portal hypertension has been reported by Inkley & Abbot (1961) , Eiseman & Yeoh (1962) and Schneider (1964) ; bleeding from oesophageal varices may develop.
The first report of biliary tract involvement was that of Raper (1956) but others have followed (McMillan, Swarts & Knudtson, 1964; Hardy, 1962) and retroperitoneal fibrosis appears to be one form of sclerosing cholangitis (Bartholomew et al., 1963) . In another case from our series hepato-splenomegaly with irregular fatty change and portal round-cell infiltration was present in the liver biopsy (Webb & Dawson-Edwards, 1966 (Fig. 3) . In view of these findings, he was transferred to the care of one of us (P.D.E. bilateral loin, groin and hip pain had been increasing with vomiting and frequency of micturition. On examination the blood pressure was 140/110 mmHg, with left loin tenderness; the serum urea level was 65 mg/100 ml.
Cystoscopy (25 August 1965) indicated some increase in vascularity at the bladder base and easy passage of a ureteric catheter to the left renal pelvis. Retrograde pyelography showed a ureteral stenosis 1.5 cm below the left pelvi-ureteric junction (Fig. 4) .
The calcification was regarded as perinephric; possibly a chronic tuberculous abscess. Operation was performed (1 September 1965) through a left loin incision without a firm pre-operative diagnosis. The left kidney was hydro-nephrotic with a large rock-hard mass arising from the pancreatic body lying to the medial side of the renal pelvis. The appearances were those of a pancreatic tumour. The peritoneum was opened and the lesion deemed to be irremovable. Further assessment showed retroperitoneal fibrosis to be present extending across the mid-line and appearing to deviate the aorta to the right side. The left ureter was involved in fibrosis over some 4 cm length and ureterolysis was performed (Fig. 5) . The ureteric wall was thickened. In addition to the fibrosis some myxomatous tissue was curetted from between the ureter and the calcified mass. This was submitted to both histological and cytological examination. The histological report described masses of mucin, containing haematoxophil granules and cellular fibrous tissue with clumps of a regular low columnar epithelium. The origin of these cells was obscure but neoplasia was not apparent.
His post-operative recovery was good. The serum proteins and electrophoretic strip were examined and found to be normal. His serum urea level remained slightly elevated to 60 mg/100 ml. (Cornes & Azzopardi, 1959) ; likewise the episode of melaena occurring earlier in the year. The mechanism of intestinal bleeding is discussed by Campbell & Cruickshank (1962) who invoke either on erosive gastritis from local pressure or local invasion.
The radiological appearances are particularly clear and post-operative re-assessment suggests they are typical of a pancreatic cyst-adenocarcinoma. Cystadenoma of the pancreas is a rare tumour and carcinomatous change even more unusual (Speese, 1915; Lichenstein, 1934; Smith, 1958 Kaude (1966) .
